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Tumefactive demyelination versus tumor; a diagnostic dilemma: Role of electron microscopy
Editor, A 46-year-old male presented with headache for 3 months and difficulty in calculation for 15 days. On examination, the patient had acalculia and left agraphesthesia. His magnetic resonance imaging (MRI) revealed a 5.8 cm × 1.6 cm lesion involving body and splenium of corpus callosum on the left side. It was isointense on T1-weighted, heterogeneously hyperintense on T2-weighted, and fluid-attenuated inversion recovery sequences [ Figure 1a -c]. It showed ring enhancement on giving gadolinium [ Figure 1d ]. It showed restricted diffusion on diffusion-weighted imaging [ Figure 1e ]. It showed lipid peaks and high choline/creatine ratio on spectroscopy suggestive of neoplastic conditions-like glioma or lymphoma. Stereotactic biopsy of the lesion was performed and sent for histopathological examination. central necrosis, and contrast enhancement. [5] There are few differentiating points. It has a size of >2 cm, but with minimal mass effect or edema. The enhancement is usually ring like and is incomplete (open) on the cortical side due to a paucity of inflammation on that side. It may have large central dilated vein on T2 echoplanar images and decreased perfusion on MR perfusion scan. The average relative cerebral blood volume (rCBV) is usually <1 in TDL, >2 for lymphomas and >6 for gliomas. [1] Saindane et al. found on MR spectroscopy NAA/Cr ratio is markedly decreased in the center of the glioma as compared to that of TDL with rest biochemical alterations being nonspecific. Lactate and glutamate/are preferentially increased in TDL. [5] However, no single value is diagnostic. In our case, the only rCBV was the only positive parameter.
Stereotactic biopsy targeted at the active wall of the lesion is effective for tissue diagnosis. The characteristic histopathological features include reactive gliosis, foamy macrophages, and lymphocytic infiltrate which are nonspecific. [3] Demyelination demonstrated by Luxol fast blue may not be seen in every case as in ours. Ours is the first report where TDL was conclusively diagnosed on electron microscopy. In electron microscopy, degenerative changes of the myelin are seen well.
The most patients of TDL have a single attack and do not progress to multiple sclerosis and respond well to steroids. [3, 5] Hence, in case of clinically and radiologically suspicious but histopathologically equivocal lesions electron microscopy should be used generously to avoid inadvertent radical surgery and radiotherapy in this nonneoplastic conditions.
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The authors certify that they have obtained all appropriate patient consent forms. In the form the patient(s) has/have given his/her/their consent for his/her/their images and other clinical information to be reported in the journal. The patients understand The tissue was pink, friable on gross examination. The microscopy showed the vacuolation of cells with interstitial edema [ Figure 2a and b]. Luxol fast blue staining did not reveal demyelination [ Figure 2c and d]. Due to the inconclusive findings, we opted for electron microscopy. It showed prominent degenerative changes of the myelin in the form of vacuolation and granularity with areas of complete demyelinated axons. Few cells engulfing the lipid material resembling histiocytes were seen [ Figure 3 a-d].
Based on these findings, diagnosis of tumefactive demyelination was established, and the patient was started on steroids. The patient dramatically improved in his symptoms at 15 months follow-up.
Tumefactive demyelinating lesions (TDL) are solitary demyelinating lesions with a dimension of >2 cm. [1] These are types of demyelinating lesions where they form mass resembling a tumor (glioma and lymphoma) hence named so. [2] After the first description in 1993, very few cases of TDL have been reported. [3] Symptomatology, imaging, and even histopathology are imperfect tools for accurate diagnosis. This is the first report where electron microscopy was effectively used for the conclusive diagnosis when other modalities failed.
The clinical presentations include acute onset focal weakness, seizure episodes, and intractable headaches. [1, 3] Gerstmann syndrome comprising of dysgraphia, dyscalculia, finger agnosia, and left-right disorientation is only once reported in case of tumefactive demyelination. In our case, the patient had partial Gerstmann syndrome. [4] On MRI, TDLs resemble high-grade glial neoplasms in having ill-defined borders, mass effect, perilesional edema, that their names and initials will not be published and due efforts will be made to conceal their identity, but anonymity cannot be guaranteed.
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Isolated spinal epidural hydatid disease: A diagnostic challenge in a needle core biopsy
Editor, Isolated primary spinal extradural hydatid cyst is very rare and is a diagnostic and therapeutic challenge. [1] We hereby share our experience of diagnosing the disease on computed tomography (CT)-guided linear tissue core in a patient having an epidural mass lesion, which was clinically and radiologically unsuspected.
A 22-year-old male patient presented to the neurosurgery department at our institute with complaints of backache for 8 months and with progressive weakness of both lower limbs for 6 months. It was associated with numbness below midtrunk with sphincter involvement for 3 months. There was no history of trauma, fever, or history of contact with tuberculosis patients. Neurological examination revealed spastic paraplegia with hypoesthesia below D4 level.
Magnetic resonance imaging (MRI) of the dorsolumbar spine showed mixed hypodense and hyperdense epidural soft tissue with few fluid intensities, along with cord compression and cord edema involving D2-D12. No intradural extension or vertebral changes were seen [ Figure 1 ]. Ultrasonography of abdomen, chest X-ray, and cranial CT were unremarkable. His hematologic and biochemical parameters showed no abnormality. Tuberculosis was suspected, and a CT-guided biopsy was performed. It showed fibrocollagenous tissue and muscle bundles containing multiple palisaded nonnecrotizing granulomas comprising of plump histiocytes, lymphocytes, and foreign body-type giant cells. Foci of collections of foamy histiocytes and calcification were noted. Occasional fragmented small acellular eosinophilic membrane-like structures were noted within and around the foreign body-type giant cells. Ziehl-Neelsen stain for acid-fast bacilli was negative. No fungal element was seen. Periodic-acid Schiff (PAS) stain showed lamellations in the fuschinophilic membrane-like structures. Diagnosis of granulomatous
